Sir Harry Platt: 100 not out RICHARD 
SMITH
One ofthe proud claims ofSir Harry Platt, Britain's first orthopaedic professor, who is 100 this month, is that he won the Ashes for England in 1932. He was summoned to Old Trafford from his popular Tuesday afternoon teaching session at Ancoats Hospital. At the cricket ground the north was playing the south in a selection match and Harold Larwood was having trouble with his knee. Sir Harry examined Larwood in the professional changing room (players were, of I course, separated from gentlemen in those days), and then was summoned to give his verdict to the selectors, the chairman of whom was P F Warner. His recomimendation was that if Larwood rested for the next match he would be fit to tour -Australia. Warner said, "Put that in writing, and we'll send you your fee," which, Sir Harry says, was "a miserable four guineas."
So Larwood went on the famous "bodyline" tour, and
England came home with the Ashes. Sir Harry still feels strongly that the idea that Larwood was bowling at the body was quite wrong and "grossly exaggerated by The Times cricket correspondent .... He was simply bowling at the leg stump." Sir Harry was particularly incensed by last year's Australian television series on the tour-he described^' it as "the worst television I've ever seen." Nor is he much fonder of modern cricket, in which, he says, T the bowling is much more vicious than anything Lar-, wood ever bowled: "The game's spoilt for me by the way the players hug each other-they look like copulating frogs."
Cricket is one of the few subjects that still provokes the fire for which Sir Harry was once famous. I spent a quiet and relaxing day with him in the summer, but he admitted that "irascible" had been a fair word to use about him when he was younger. "Apocryphal" was, however, how he described the story about the theatre sister getting back at him for kicking buckets in the operating theatre by filling one with plaster of Paris. But it was his determination and need for perfection that took him to the heights of the profession: after being the first in Britain to organise a fracture clinic he became the first secretary of the British Orthopaedic Association, the first orthopaedic surgeon to become president of the Royal College of Surgeons of England, and the first president of the International Federation of Surgical Colleges. Sir Harry also met Churchill, Mussolini, Nehru, and Weizmann, who had been a lecturer in chemistry in Manchester before the first world war. Mussolini, who Sir Harry described as "'his nibs," told Sir Harry and other orthopaedic surgeons in 1936 that they were "engineers of the human body" and then returned to his woman in the Palazzo Venezia. Nehru, "a fascinating man," at an audience in New Delhi one Sunday morning asked Sir Harry whether he thought it would be a good idea if they were to produce doctors in three years in India. Sir Harry said no because that would devalue Indian medicine. Sir Harry met Churchill when he went to the Royal College of Surgeons to collect the honorary fellowship he had been awarded during the war. By then, 1956, Churchill had had three strokes, but this was not public knowledge at the time-and Sir Harry remembers being impressed by his vigour rather than by his frailty.
Growing old in Manchester
Sir Harry is now beginning to feel frail himself. It is just in the last year, he says, that he has begun to feel really old. He still reads The Times every day, and he takes the Times Literary Supplement, Atlantic Monthly, Harpers, and the BMJ (and particularly likes George Dunea and Michael O'Donnell) as well as innumerable orthopaedic and surgical journals but regrets that he is "getting behind with them."
His mind seemed crystal clear to me, but he was irritated that he forgot the occasional name (probably no more than two in five hours of conversation). I was much more impressed by how many he remembered-because you meet a lot of people in a century if you are as companionable as Sir Harry and travel as widely as he has done.
Many of those people, but particularly Robert Jones and Moynihan, came alive for me that afternoon. And they all live still in Sir Harry's dreams. He is fond of quoting from The Indian Summer ofa Forsyte: "How should an old man live his days, if not dreaming of his well spent past." He feels now, however, that he has out Forsyted Old Jolyon Forsyte by living to be 100.
Richard Smith, MB, msc, is assistant editor, BM7.
The sketches of Sir Harry were drawn by Ghislaine Howard, an artist living and working in Glossop, Derbyshire. She was trained at Newcastle University and has exhibited in Britain and abroad. 
CLINICAL CURIO Spurious ventricular tachycardia with temporary transvenous pacemakers
We describe two cases in which manipulation of an external pulse generator by the patients led to the erroneous diagnosis of ventricular tachycardia.
Case I-A 76 year old man had a temporary pacing system inserted for symptomatic complete heart block. Eight hours later he developed a ventricular tachycardia (figure). A direct current counter shock was applied with no success. Before a second shock was given the pacemaker was turned offand the tachycardia stopped. When it was turned on the arrhythmia again restarted. It was then noted that the rate key had been turned and the effective pacing rate was 210 beats/min, producing a monitor trace which was extremely difficult to distinguish from a natural ventricular tachycardia.
Monitor trace from patient in case 1 during rapid ventricular pacing.
Case 2-An 82 year old man had a temporary pacing system inserted. Several hours later his monitor showed a ventricular tachycardia. Again it was noted that the rate ofhis pulse generator had been increased to 180 beats/ min, presumably by the patient in his disorientated state, causing the tachycardia.
Arrhythmias may arise in association with temporary pacemakers in several ways. Ventricular fibrillation due to ventricular irritation by the electrode has been described, usually in patients with acute myocardial infarction.' A runaway temporary pacemaker leads to rapid pulse generator discharge and subsequent tachycardia and is usually caused by electrical faults within the generator.2 This may easily be confused with tachycardias originating in the ventricle itself.
In both our patients the first indication ofa problem was the appearance of a rapid wide complex arrhythmia. It was assumed that this originated in the myocardium, and treatment was given accordingly. Fortunately, the true cause was quickly discovered but not until the first patient had undergone a direct current shock. This illustrates the danger of having the controls of external appliances within the reach of patients, particularly if they are old or disorientated. Fortunately, neither patient suffered any long term ill effects and both had permanent pacemakers implanted successfully. The first thing to ascertain is are you dealing with haemoglobinuria or haematuria. Both will give a positive resulton the test strip. Ifmicroscopy of the urine has not been performed this should be rectified. It is, however, important to remember that red cells may lyse in an alkaline urine and intact red cells may then not be seen by microscopy. Ifinvestigations show you are dealing with haematuria this will require a full urologicallnephrological workup to exclude disease, although it is possible for there to be mild persistent haematuria in patients with no obvious disease. If the patient has haemoglobinuria one would also expect haemosiderinuria. This is easy to test for by arranging for a Perl's stain ofthe sediment from an early morning urine. Mild haemolysis may be present even when the blood count and reticulocyte count are normal. One would also expect the serum haptoglobins to be reduced or absent when there is sufficient intravascular haemolysis to lead to haemoglobinuria. The logical investigation of intravascular haemolysis will depend on a full history and examination, in particular taking note ofany drug history. Finally, it should be remembered that myoglobin will catalyse the oxidation of the indicator contained in the test paper and there are several rare causes of persistent myoglobinuria. The cause of the positive test is unlikely to be myoglobin if the serum creatinine phosphokinase activity is normal.-D R HUTTON, senior lecturer in haematology, Cardiff.
